Recently breathlessness worse. Seen by physician who detected enlarged right -lobe of thyroid. This did not appear to be sufficient to account for symptoms, so a skiagram was taken which showed large retrosternal goitre behind sternum and clavicle on left side.
Operation-intratracheal anmsthesia-rather difficult till inner half of left clavicle was resected. Then with two fingers placed in the superior mediastinum, by vis d tergo and vis d fronte the tumour, 51 by 3i in., was removed. A small tear in the pleura was sewn up. The tumour reached down to the aortic arch, which was seen pulsating at the bottom of the wound. Convalescence uneventful. The man's voice changed from tenor to bass in a night.
Paget's Disease of the Nipple.-Sir LENTHAL CHEATLE, K.C.B., F.R.C.S.
Since Sir James Paget first described this disease in 1874 a massive literature has accumulated upon the subject. The views of the various authors are most conflicting. It is to one of these views that I wish now to call attention.
Jacobaeus, Ribbert and recently Professor Robert Muir, of Glasgow, have ascribed the lesion of Paget's disease of the nipple to the spread of carcinoma cells, derived from a malignant tumour of the underlying breast, among the cells of the epidermis. The conception always seemed to me to be a mistaken one.
To assist in the determination of this matter I had bespoken the skilled services of Dr. R. J. Ludford should another case come under my care. It seemed that the only way to settle the matter would be to claim the services of an authoritative cytologist, and Dr. Ludford has kindly filled the role. This is a picture of the state of things in this case seen macroscopically. [Drawing shown.] The case was that of a married woman, aged 70 years. Seven years ago she noticed the disease beginning on the top of her right nipple. It now occupies an extensive region covering the front and right side of the chest. In the centre of the lesion are many round, smooth, sensile protuberances about the size of the top of a thumb. Surrounding this area is the Paget's disease. Dr. Ludford will demonstrate that the cells in the area of the Paget's disease are purely epidermic in character and that the undulating prominences in the centre of the lesion consist of glandular carcinoma. Hence, in this case at all events, the Paget's disease is not due to a spread of breast carcinoma cells into the epidermis.
Dr. R. J. LUDFORD said: I have examined this case of Sir Lenthal Cheatle's as completely as possible from a cytological standpoint. The cytological examination proves that Paget's disease of the nipple is a purely epidermic condition, the cells of which could not have been derived from the mammary carcinoma cells of the underlying tumour.
During the course of the cytological examination the cells of the carcinoma in the breast and those of Paget's disease of the nipple have been investigated: (1) The chromophility of the cytoplasm (three methods).
(2) The cell lipoids, including mitochondria (two methods).
(3) The Golgi bodies. (4) The chromatin, as demonstrated by Feulgen's reaction for thymus-nucleic acid.
All stages of transition of epidermic cells were seen to be taking place in the same microscopic field from normal cells onwards. There are no malignant cells from the breast tumour in the epidermis in the area of Paget's disease.
Uterus with Fibromyoma, from which Hmmorrhage occurred into the Peritoneal Cavity.-J. P. Ross, M.S.
The specimen shows a large fibromyoma projecting from the left cornu of the uterus and between the layers of the left broad ligament. Several enlarged and engorged veins are seen beneath the serous coat and one of them has ruptured.
Clinical History.-It was removed from a woman, aged 36, who had suffered for some months from occasional attacks of epigastric and suprapubic pain, associated with vomiting. Menstruation was regular, and there had not been menorrhagia.
The last regular period was fourteen days before admission to hospital, and after the period, pain in the abdomen, mostly in the epigastrium, had been more severe and continuous. Twelve hours before admission there had been a sudden exacerbation of the pain, associated with faintness and followed by repeated vomiting.
On examination the patient was pale, sweating, cold and rather restless. Temperature 96°. Pulse 100 and poor volume. A freely mobile mass, about 4 in. in diameter, continuous with the cervix-uteri, was felt, and there were signs of free fluid in the abdomen.
A quantity of blood, estimated at a pint, was found in the peritoneal cavity, with clots in the pelvis and in the paravertebral fosse. The source of bleeding was found to be one of the engorged veins over the fibroid. Hysterectomy was followed by rapid recovery.
Intraperitoneal haemorrhage from a fibromyoma is a rare event, especially if unassociated with rupture of a degenerated fibromyoma, or torsion of the pedicle of a subserous tumour. Epigastric pain for three months. Pain in right hypochondrium for one month. Had lost three stones in twelve months. No urinary symptoms. There was a large hard, nodular tumour in the right loin, extending down into right iliac fossa and crossing the mid-line below umbilicus. Regular in outline, not movable. Nothing abnormal found in urine.
Operation, March 25, 1929. Laparotomy. A large retroperitoneal tumour was found growing from the lower pole of the right kidney. It was impossible to remove this growth, owing to hmmorrhage from the collateral circulation. Haemorrhage arrested with gauze pack and wound closed. Swelling of left leg followed six days after operation. Became comatose. Blood-urea 155 mgm. per 100 c.c. Death occurred from ura3mia.
Post-mortem examingtion showed the tumour to be a large hypernephroma extending into the renal vein. There was a small growth in the opposite kidney.
II.-Secondary Hypernephroma in Femur, with Spontaneous Fracture after 9 Years.-Mrs. E. T., aged 72. Admitted to Charing Cross Hospital under Mr. Clogg. Nine years previously right kidney had been removed by Sir John Thomson-Walker, who found a large hypernephroma in upper pole. Admitted to a cottage hospital with fracture of the upper third of the right femur. Three months later bone refractured. On Admission.-Large pulsating swelling in the bone. Skiagram showed fracture due to endosteal tumour.
Amputation: Section of tumour showed typical hypernephroma. Blood-count showed slight reduction of number of red cells (4,280,000), and the presence of myeloblasts and myelocytes.
Summary.-(1) This case shows a late recurrence of hypernephroma in bone, the longest interval quoted being ten years. (2) The blood changes are diagnostic of secondary tumours in bone, often found before any radiographic evidence. These changes suggest that dissemination takes place, via the blood-stream and not lymphatics. Evidence is based on tumour cells in the blood-vessels, and in the absence of any infiltration of the lymphatic channels, especially those in the periosteum above the tumour.
Mr. MAX PAGE said that he had observed two cases in which secondary hypernephroma in bone was in evidence before the existence of the primary tumour had been recognized. In the last case, which he saw two years ago, the patient had a central growth in the tibia and a growth in the skin of the scalp, both of which were microscopically composed of hypernephroma elements. No evidence of kidney tumour could be recognized clinically or by X-rays.
